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A FAIRLY healthy German woman, aet. 23 years, Lucy L—, ac¬ 
cording to the story related by herself, was attacked Nov. to, 
1887, with a severe illness which was probably endocarditis. At the 
end of a month she was apparently almost well, when December 10, 
while in a pleasant conversation with some friends, she was suddenly 
seized with an apoplectiform attack becoming entirely helpless, and, 
as her friends supposed, altogether unconscious. A physician was 
called who found her hemiplegic, and apparently comatose ; advised 
the mother to get her to bed and to make her comfortable, and gave 
a decidedly unfavorable prognosis, saying the case was hopeless, that 
in all probability she would die, all of which the patient now says she 
heard distinctly understanding all that was said, as well as what was 
said by her mother and friends from the first moment of the attack, 
but that she was unable to utter a word—the aphasia was complete. 
After the physician had come and gone—after she had been put to 
bed—her mother thinks about an hour and a half from the moment of 
the attack, she was seized with gaping (of this the patient was 
also conscious and says she felt the jaw “snap”) and it was found that 
the jaw would not return, the mouth would not close, on account of 
which symptom the physician was again sent for; but he,evidently be¬ 
lieving the jaw was dropped from paralysis, simply advised to bind up 
the chin with a handkerchief. The patient remained in this condition 
for several days. All, even her physicians, for another had in the 
meantime been called in and the two were attending together, were 
waiting for her to die. But little nourishment could be given as swal¬ 
lowing was difficult so that the food mostly ran out of her mouth. 
Finally the patient was able to make her attendants understand that 
she was conscious, and after a while by a system of pointing with the 
left hand to printed letters spelled out words indicating her wants. 
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Among the things she asked in this way was that her doctors would 
fix her jaw, but she received the same answer that her mother and 
brother had already received that they could do nothing, that nature 
would have to take its course 1 . After this she was watched closely 
and carefully attended, and, by the aid of proper enemeta, better nour¬ 
ished. 

On the seventeenth day after the paralytic attack she was able, to the 
great joy to herself and friends, to articulate a word, and very soon an¬ 
other and another. And soon thereafter she was able to make herself 
understood as well as one with a disarticulated jaw could be expected 
to do. She says her frequently repeated request to her physicians 
was for something to be done to her .mouth, but always received the 
same answer, “wait for nature.” In other respects the medical treat¬ 
ment was evidently all that could be desired, and with the aid of gal¬ 
vanism massage, etc., she was slowly recovering from the paralysis. 

In February of this year my friend, Dr. J. D. Wade, of this city, was 
called in, the family physician having himself been taken sick. Dr, 
Wade early recognized the dislocation and by his advice I was called 
in consultation. 

On February 29, eighty days after the occurrence of the dis¬ 
location, with the assistance of Dr. Wade and of my son Dr. N. L. 
North, Jr., the patient being thoroughly anesthetized, I broke up the 
adhesions and reduced the dislocation. The reduction was not an 
easy matter. I tried the usual method, as did Dr. Wade and Dr. 
North, Jr., each of us doing his best, but we could make no impres¬ 
sion upon the jaw. It was firmly adhered and fixed in its new posi¬ 
tion. Finally, with the patient profoundly under the influence of the 
anesthetic.* I took my position at the back, or rather at the head 
(the patient being supine) and with both my thumbs together made 
pressure downwards upon the right ramus changing the direction of 
the force applied slightly inwards, outwards and backwards as I in¬ 
creased the pressure. I soon had the satisfaction of feeling the adhe¬ 
sions giving way and the condyle loosen up. I repeated the operation 
upon the left ramus with the same result, after which I was enabled 
easily to reduce the dislocation with the pressure of a thumb on each 


’It is but just that I should say here that these were respectable physicians, each 
enjoying a large practice, one in Brooklyn, the other in New York. 

2 Chloroform one part, and ether two parts was used until the patient was well un¬ 
der anesthetic influence followed by ether alone to continue the effect, a plan I have 
followed for many yeais to my entire satisfaction. 
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ramus, and a lifting backward movement with the fingers of my hands 
as I closed them upon the jaw externally. 

Partial luxations or subluxations of the inferior maxilla have 
but little interest for the surgeon, as they rarely reach him, the 
patient being usual competent to restore the bone to position 
without aid. 

The symptoms of the complete double dislocation of the 
lower jaw, are a peculiar deformity'-, the mouth open, the chin 
elongated, the jaw pretty firmly fixed, the saliva dribbling 
over the chin, a depression in front of the meatus auditorius 
externus, the lower molar teeth striking the upper much in 
advance of their proper place and at an improper angle, and 
the incisors of the lower jaw separated from those of the up¬ 
per by a decided interval of from half an inch to an inch and a 
half. Deglutition and speech are much impaired and difficult. 
In old or unreduced dislocations, these symptoms are partially 
overcome. The lips may have gradually become 
drawn over the teeth so that approximation is possi¬ 
ble, and there may be some improvement in the movement of 
the jaw, and of swallowing and of speech, enough, perhaps, 
with superficial examination to make doubtful the diagnosis. 
In the unilateral or single dislocations the deformity is not as 
great and the jaw usually inclines to one side—that inclination, 
unlike a fracture of the bone is to the side opposite the disloca¬ 
tion. In fact the symptoms of maxillary dislocations are exactly 
what might be expected if we bear in mind the anatomy of 
the parts. And the fact that the only displacement probable 1 
without fracture is the forward movement of the condyle with 
its articular cartilage into the zygomatic fossa, proportionately 
carrying the coronoid process forward and downward beneath 
the malar bone, being thence surrounded by the tendon of the 
temporal muscle. 

The causes of these dislocations are various ; violence, as of 
blows upon the chin when the mouth is opened ; falls, dental 
operations ; muscular action as of laughing, gaping or vomit¬ 
ing. 

’Ashhurst mentions that Dr. J. W. Hamilton, of Ohio, describes a spontaneous 
backward dislocation of the lower jaw. 
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Andrews mentions a case caused by a lobelia emetic. Sir 
Astley Cooper relates an instance in which this dislocation was 
caused by “thrusting a large apple into a child’s mouth.” 

The case related above was caused by reflex muscular 
action resulting from an apoplectic seizure, probably of 
embolic origin as shown by the hemiplegia, aphasia and 
the other symptoms following. When the mouth is widely 
opened the condyles ride forward upon the articular eminences 
of the temporal bones and a comparatively slight amount of 
force from any cause while in that position may carry them 
still further and so lodge them in the zygomatic fossae. 

Andrews well says . 1 “The muscles of mastication, like those 
elsewhere in the body, when brought into extreme contraction 
sometimes become affected by a spasmodic shortening or 
“cramp” which the will is unable to control. The arrange¬ 
ment of muscles in the jaw is such that a powerful contraction 
at full extension tends to force the heads of the bone forward, 
and may rupture the capsule. The internal pterygoid inserted 
near the angle upon its deep surface becomes a sort of ful¬ 
crum when the jaw is widely opened. The various depressor 
muscles at the symphysis act, therefore, upon the longer arm 
of a lever forcing the condyles with power against the anterior 
wall of the capsules, and tending to break through them. The 
external pterygoids assist directly in pulling the condyles for¬ 
ward. 

All these muscles are affected by the motor branch of the 
fifth pair, and when from reflex or other impression they act 
simultaneously, their power is very great. The condyles, 
which in the extended position are poised somewhat upon the 
summits of the articular eminences, are, by the spasmodic ac¬ 
tion referred to, made to spring forward in front of these prom¬ 
inences, and are immediately drawn upward under the zygo¬ 
matic arches by the temporal and masseter muscles. The in- 
terarticular cartilages still remain attached to the condyles in 
most cases.” 

Dislocation of the inferior maxilla is an accident of middle 
life, or rather of early adult life, and is rare at either extreme. 


'International Encyclopedia of Surgery, vol. iii, page 650. 
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It occurs more often in women than in men. The reduction 
of this dislocation is brought about by a pressure downwards 
and backwards upon the posterior molars or the rami of the 
jaw, dislodging the condyles and coronoid processes from their 
new position, followed by an upward and backward pressure 
upon the chin forcing the jaw into its normal position. In the 
latter movement the surgeon is usually assisted by muscular 
action, and it is needful that some care be taken, lest he be 
involuntarily bitten by the patient. 

This operation may, in recent cases, be easily performed by 
the surgeon standing in front of the patient, having a few 
turns of a bandage about his thumbs, pressing therewith as 
far back upon the teeth or jaws as he can, directing the pa¬ 
tient to open the mouth widely at the same time grasping the 
chin and jaw by closing his hands, and with a lifting, back¬ 
ward, leverage movement, the thumbs being the fulcrums, the 
work of reduction is accomplished. After the reduction the 
four-tailed bandage to support the chin and prevent a recur¬ 
rence of the dislocation should be worn for from eight to ten 
days. 

It is evidently true, as stated in most works on surgery, that 
dislocation of the jaw is of infrequent occurrence, and that its 
restoration to the normal position in recent cases is an opera¬ 
tion easily performed, and yet a number of cases have been 
recorded in which the dislocation has been left unreduced 
for many days, weeks, and even months, and by imputation at 
least, it is evident that other cases have been left altogether 
without reduction’. Ashhurst says 2 “Even if the dislocated 
jaw be unreduced the patient gradually acquires considerable 
use of the part. * * * Reduction in recent cases is easily 

accomplished and has even been effected (by Donovan) more 
than three months after the reception of the injury.” Bryant 
says , 3 “Mr. Morley reduced one after thirty-five days, Spat 
after fifty-eight, Demarquay after eighty-three, Donovan, one 

'In Parker’s Cooper, page 362 it is said, -‘Cases are od record of individuals who 
lived many years in this pitiable condition.” 

"Principles and Practice of Surgery, page 281. 

"Practice of Surgery American Edition, page 450. 
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after ninety-eight, Pollock after four months, and Golding 
Bird after eighteen weeks”. 

Erichsen 1 refers to the cases of Donovan and Pollock, and 
also to one of Stromeyer “replaced at the end of thirty-five 
days.” And Andrews' 2 refers to some of the same cases re¬ 
marking that “dislocations of the jaw of long standing have in 
some instances been reduced.” If it is possible, and from the 
cases referred to it would seem undeniable, for this dislocation 
to be overlooked, or from any cause to be left unreduced, it 
seems but just, in view of the fact that most of the works on 
surgery dismiss the subject with very brief mention that the 
matter be entered upon somewhat in detail. In the past, up 
to within a few decades, much difference of opinion has ex¬ 
isted as to the plan of reduction most appropriate. In 1850 
Nelaton discussed the anatomy of the parts, with their abnor¬ 
mal condition during this luxation and the mode of procedure 
best adapted to reduce the dislocation, which was quoted by 
the Dublin Journal and recorded in Braithwaites Retrospect 3 
under the heading of a “New Process for the Reduction of the 
Jaw.” A case is there spoken of where an eminent surgeon, 
“summoned on the instant had made many attempts at reduc- 
without success, when two other surgeons having been called in 
tried severals methods, and finally at two o’clock in the morn¬ 
ing the patient being wearied out, was left with the luxation 
unreduced.” Nelaton, using the case to explain his new 
mode of reduction further said, “I proceeded to the reduction, 
for which I ordered the patient to open the mouth as much as 
possible. Whilst she executed this movement, I placed my two 
thumbs on the coronoid processes, and without even embrac¬ 
ing the jaw without taking my other point of support, a sim¬ 
ple pressure in a backward direction caused the condyles to 
return suddenly to their cavities ; the reduction was complete 
and all the symptoms disappeared.” The account adds, how¬ 
ever, that others, even those who had seen Nelaton operate in 


'Eighth American Edition, page 628. 

international Encyclopedia of Surgery, vol. iii, page 650. 

3 Part'xxii, page 209. 
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this way were not equally successful with his method. Colles’ 
method, recorded in Btaithwaite was to stand behind the pa¬ 
tient. Using his own words in describing the case of a young 
lady who dislocated the jaw while yawning, he says: “Placing 
her head against my chest, I passed each thumb as far back on 
the corresponding side of the jaw as possible ; by making a 
rotary motion from the wrist I found the bone to yield by now 
adding a motion of drawing the hand in towards the chest, 
the left side first, then the right slipped into their positions and 
she now could speak plainly.” 

A paper on“Maxillary Dislocation and its Reduction” by Dil¬ 
lon Kelley, Esq., is recorded in Braithwaite ’ for Jan. 1868 in 
which the present usual method is advised in these words. 
“To reduce it, therefore, place the balls of the thumbs covered 
with a handkerchief on the crown of the posterior molars, 
grasping the angles of the jaw externally with the fingers; then 
desire the patient to open the mouth, when the slightest press¬ 
ure downwards during the act of opening it will be sufficient 
to disengage the necks of the condyles from the transverse 
roots of the zygomas, and will permit the temporals and mas- 
seters to at once reduce the dislocation by the reinduction of 
their normal action.” 

'Part xxxii, page 133 

2 Part lvi, page 153. 



